Neighborhood socioeconomic position and tuberculosis transmission: a retrospective cohort study by Eyal Oren et al.
RESEARCH ARTICLE Open Access
Neighborhood socioeconomic position and
tuberculosis transmission: a retrospective cohort
study
Eyal Oren1,2*, Masahiro Narita3,4, Charles Nolan2 and Jonathan Mayer2
Abstract
Background: Current understanding of tuberculosis (TB) genotype clustering in the US is based on individual risk
factors. This study sought to identify whether area-based socioeconomic status (SES) was associated with genotypic
clustering among culture-confirmed TB cases.
Methods: A retrospective cohort analysis was performed on data collected on persons with incident TB in King
County, Washington, 2004–2008. Multilevel models were used to identify the relationship between area-level SES at
the block group level and clustering utilizing a socioeconomic position index (SEP).
Results: Of 519 patients with a known genotyping result and block group, 212 (41%) of isolates clustered genotypically.
Analyses suggested an association between lower area-based SES and increased recent TB transmission, particularly
among US-born populations. Models in which community characteristics were measured at the block group level
demonstrated that lower area-based SEP was positively associated with genotypic clustering after controlling for
individual covariates. However, the trend in higher clustering odds with lower SEP index quartile diminished when
additional block-group covariates.
Conclusions: Results stress the need for TB control interventions that take area-based measures into account, with
particular focus on poor neighborhoods. Interventions based on area-based characteristics, such as improving
case finding strategies, utilizing location-based screening and addressing social inequalities, could reduce recent
rates of transmission.
Keywords: Tuberculosis, Genotyping, Socioeconomic status, Infectious disease transmission, Multilevel, Molecular
epidemiology
Background
Although tuberculosis (TB) incidence continues to decline
in the United States, studies have revealed that intense TB
transmission continues to occur in low-incidence coun-
tries [1,2]. To assess transmission dynamics, molecular
techniques are used to identify genetic clusters of isolates
of Mycobacterium tuberculosis with identical genotypes.
Those isolates with identical genotypes are thought to
indicate recent transmission and a possible continuing
transmission chain, while a predominance of unique ‘non-
clustered’ isolates implies that most TB cases are caused
by reactivation of remote infection [3,4].
Studies have shown that lower socioeconomic status
(SES) neighborhoods are correlated with greater clustering
among TB strains [5,6] with associations shown between
homelessness, unemployment and TB clusters [7-9], yet
the association between area-based socioeconomic mea-
sures and clustering has not been well assessed. Better
knowledge of area-based risk factors for clustering could
help develop more effective targeted prevention strategies,
and the joint effect of both individual- and community-
level measures of SES might help distinguish compos-
itional and contextual effects of socioeconomic factors on
TB transmission.
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In King County, Washington, the population is highly
diverse in terms of birth origin, as well as socioeco-
nomic status. It is likely that TB genotypic clustering
would significantly vary, with increased clustering either
caused by recent transmission, or by commonly circulat-
ing strains within some populations. Those individuals
living in block groups with greater socioeconomic
disadvantage were hypothesized to be associated with in-
creased TB transmission, as assessed using genotypically-
defined TB clusters [8,10].
Methods
Study population and setting
The study population consisted of all incident re-
ported culture-TB cases with available genotyping
with block group-level geocodes recorded in King
County, Washington between January 1, 2004 and
December 31, 2008. An incident case of TB was de-
fined according to Centers for Disease Control and Pre-
vention (CDC) surveillance criteria, where TB was either
diagnosed for the first time or more than 12 months had
elapsed since the patient previously completed TB therapy
[11]. A culture-positive sample was defined as isolation of
M. tuberculosis from a clinical specimen. Patients who did
not have both spoligotyping and mycobacterial inter-
spersed repetitive unit-variable-number repeat (MIRU-
VNTR) analysis performed on their isolate or did not live
in King County at the time of specimen collection were
excluded from the analysis. The analysis merged report-
ing, medical record and genotyping data for TB cases and
US census data. Subsequently, only cases with available
genotyping results and geocoded addresses were included
in the final study population. Approval was granted for
this study in May 2009 from the University of Washington
and Washington State Institutional Review Boards and
final project analysis completed October 2010.
Data sources
Individual-level case variables were collected at the local
level from the Tuberculosis Information Management
System (TIMS) and follow standard surveillance defini-
tions [10]. Individual-level variables were subsequently
aggregated by block group. Residential address at the
time of diagnosis was obtained from patient medical re-
cords. Using a geographic information system and lati-
tude/longitude coordinate data, TB cases were geocoded
to the corresponding block group of residence. Only
block groups with diagnosed TB cases were included in
the analyses.
SES was defined at the block group level using census-
based indicators of socio-economic disadvantage. A socio-
economic position (SEP) index, was constructed consisting
of a standardized z-score combining data on percent work-
ing class, unemployed, poverty, high school, expensive
homes and median household income. To construct the
score, each variable was given a standardized score,
which was the sum of all block group values with SEP
data (n = 1,576), minus the mean sum, divided by the
standard deviation, and then summed up the individual
z-scores. Although high inter-correlations and reliabil-
ity were noted (Cronbach’s α coefficient 0.78), these
measures, along with the index, have previously been
used to assess US small area differences in health, with
the latter developed based on a factor analysis of eleven
single SES factors using rank values of the census data
[12]. All socio-economic data as well as area-based data
were derived from the US Population Census 2000, SF1
and SF3 [13,14]. All culture-positive patients were
genotyped using spoligotyping and 12-locus MIRU-
VNTR genotype results obtained through the National
TB Genotyping Service. Genotype results were subse-
quently linked to National TB Surveillance System data
using a standardized state case identification number.
A cluster was defined as two or more patients with
identical TB genotypes within King County. Given the
study scope, if cases were part of a Washington cluster
designation but unique within King County, they were
considered to have a unique TB genotype.
Statistical analysis
Descriptive statistics were applied to included block
groups to assess poverty distributions as well as devi-
ation from King County as a whole. The proportion of
TB patients considered to belong to a chain of recent
transmission was calculated as the number of subjects
belonging to a cluster divided by total number of indi-
viduals genotyped [15]. Additionally, the proportion of
cases caused by ongoing transmission was estimated
using the n-1 method, where the source case of each
cluster was not considered to have recent disease [16].
Incidence rates over time were calculated for both clus-
tered and non-clustered (unique genotype) patients. Uni-
variate associations of independent variables and genotype
clustering were assessed using Pearson χ2. SaTScan was
used to generate a spatial scan statistic identifying geo-
graphic areas with a higher-than-expected clustering rate.
TB incidence rates were calculated for each SEP stratum
by dividing the number of TB cases in a particular quartile
by the corresponding stratum population, multiplied by
the five years in the reporting period. Cuzick’s nonpara-
metric test for trend across ordered SEP groups was
assessed as a summary test of statistical significance [17].
To examine area-level influences on disease clustering
in addition to individual attributes, multilevel regression
models were used to assess the association between SEP
and TB clustering. A two-level hierarchical model with
binary clustering outcome was estimated with the high
SEP quartile serving as the referent. Hierarchical models
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have the advantage of yielding accurate parameter esti-
mates and sampling variances in the presence of corre-
lated errors [18]. Prevalence ratios and 95% confidence
intervals were estimated by binomial regression with the
log link function [19]. Model 1 consisted of an empty
two-level model to examine log-odds of genotypic clus-
tering in an ‘average’ block group and to quantify block-
group-level variance. Model 2 added socioeconomic
quartiles as exposure variables. Model 3 controlled for
the individual demographic variables of age, race (mod-
eled as dummy variables with white serving as referent),
sex (males as referent) and country of origin (US-born
as referent) in addition to SEP index. Model 4 included
individual socioeconomic variables (homelessness with
non-homeless referent, employment with employed ref-
erent, provider type modeled with dummy variables with
public service provision as referent) in addition to demo-
graphics and SEP index. Model 5 added area-level vari-
ables of race, ethnicity and foreign birth in addition to
individual-level variables and SEP index. Complete case
analysis was used such that the number of patients with




The study consisted of 327 block groups in King County
with at least one case residing in each (20.7% of block
groups with SES data) (Table 1). Block groups included
in the study were largely of white (60%), US-born (78%)
composition. Hispanic ethnicity made up approximately
eight percent of the population, about 10% of individuals
were under the federal poverty line and 4% were un-
employed. The average five-year incidence rate of TB
was 15.6 per 100 000 across all included block groups.
In comparison to other block groups in King County
(N = 1,249), those included in the study were more
likely to contain individuals reporting as black or asian
race as well as of Hispanic ethnicity. Additionally, the
median proportion foreign-born in these block groups
was almost twice as high as that of King County.
TB patients
Of 686 incident TB cases reported in King County from
2004–2008, 577 (84%) were culture positive, excluding
relapses, interjurisdictional transfers, and individuals
with missing TB treatment date. Of reported culture-
positive cases, 547 (95%) had a reported genotype and
519 (95%) of these cases had both genotyping and block
group geocoding available, and therefore were included
in the analysis. TB patients were mostly of asian (44%)
and black (28%) race, and were largely (81%) foreign-
born. Approximately one third of foreign-born patients
were identified within five years of arrival in the US.
Genotype clustering
Of those with a known genotyping result, 212 (41%) of
isolates clustered genotypically. Forty-six distinct clusters
Table 1 Characteristics of 327 block groups included in the analysis, based on 2000 US Census data
Block group characteristic Median Mean SD Range King county medianb
Demographic variables
Population size (persons) 1154 1,302 647 246-4721 1011
Non-Hispanic white race, % 65.5 60.0 23.0 3.1-95.7 79.7
Non-Hispanic asian race, 12.1 15.9 14.3 0-73.2 7.1
Non-Hispanic black race, % 5.6 9.5 10.9 0-56.3 1.8
Hispanic ethnicity, % 5.5 7.7 7.3 0-44.4 3.5
Foreign-born, %a 19.3 21.5 13.0 0-62.4 11.7
Socioeconomic variables
Less than HS education, % 9.8 12.8 11.0 0-57.2 6.9
Unemployment, % 3.0 3.6 3.0 0-26.4 2.6
Median household income, $ 48 021 51 043 21 297 8667-140 884 56 691
Poverty, % 7.9 10.9 10.0 0-57.5 5.5
Working class, % 57.8 56.4 14.1 21.7-85.4 51.1
Home ownership, % 64.8 59.4 28.6 0-100 73.5
Tuberculosis measures
Tuberculosis mean cases per block group/yr 0.22 0.27 0.20 0.11-1.0 0
Tuberculosis incidence rate per block group (per 100,000 person-years) 12.0 15.6 13.4 3.5-135.5 0
HS, High School; SD, standard deviation.
aExcluding US territories and those born abroad to US parents.
bKing County median reflects all block groups with SES variables available (N = 1576).
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were identified. The number of patients per cluster ranged
from 2 to 32 (Figure 1). A median of 3 and mean of 7 pa-
tients were identified per cluster. 52 clustered patients
(25%) belonged to 2-case clusters and 160 (75%) belonged
to clusters with 3 patients or more. Individual clusters
ranged in duration from 1 year to the full 5 years of the
study period. Based on spoligotype/MIRU match, 336
unique TB genotype strains were identified in King
County during this time period. Assuming that 1 patient
per cluster resulted from reactivation of remote infection
and that the remainder resulted from the spread of re-
cently transmitted disease (n-1 method), 166 (32%) of iso-
lates could be defined as recently transmitted tuberculosis.
Further analysis showed that of patients identified after
subtracting out the index case and unique genotypes, 134
(83%) matched the isolate of a patient identified within
the 1-year period prior to diagnosis date, suggesting po-
tential recent transmission from individual to another.
Clustered TB disease was not spatially homogenously
distributed throughout the included block groups with
significant spatial aggregation of the clustered patients
(P = .047 for most likely cluster, Figure 2).
In unadjusted clustering analyses, patients with unique
genotyping results were compared to those patients in
clusters (Table 2). Clustering was positively associated
with female gender, non-Hispanic ethnicity, US birth,
homelessness and substance abuse and with indicators
of patient infectivity, including pulmonary TB and cavi-
tary TB disease, although not with HIV infection. On
average, patients were identified 397 days apart in 2-
person clusters, compared with 155 days’ apart among
3-person or greater clusters (P < 0.001).
Among foreign-born patients, average clustered pa-
tient incidence rates (5.10/100 000) were lower than
average non-clustered (8.93/100 000). The reverse was
true among US-born patients, where clustered rates
were almost twice as high as non-clustered (7.04/100
000 vs. 4.81/100 000). Greater proportions of foreign-
born patients clustered as time between arrival and diag-
nosis increased (data not shown).
Socioeconomic trends
In unadjusted analyses, as SEP decreased, so the propor-
tion clustering increased. A significant linear trend for
increased clustering occurred from high to low SEP
quartiles (P = 0.001) (Table 3). Clustered case incidence
rates increased with lower SEP index, with the greatest
increases in rates when going from low to very low SEP
quartiles among both clustered and non-clustered cases
and with low incidence rates observed among clustered
patients living in the highest SEP quartile. Clustered
rates were lower than non-clustered for all quartiles, but
much more alike in each progressively lower SEP quar-
tile. Unadjusted fitted log odds of clustering for the con-
tinuous SES z-score are shown in Figure 3. Patients
residing in block groups in the lowest 10% of all z-scores
were even more likely to cluster (56%).
The majority (73%) of US-born patients clustered at
the lowest socioeconomic quartile. Within the low and
lowest SEP index quartile block groups, US-born pa-
tients were significantly more likely to cluster than
foreign-born. Clustering increased significantly with resi-
dence in progressively lower SEP block groups among
both US- (P-trend 0.005) and foreign-born TB patients
(P-trend 0.016).
When stratified by SEP index quartiles, the only sig-
nificant difference between patients stratified by time
from arrival to TB diagnosis was seen among those liv-
ing in the highest SEP group, where clustering peaked


















Figure 1 Number of clusters by cluster size.
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19 years from arrival to TB diagnosis (data not shown).
Individuals who arrived more recently (0–4 years) were
more likely to cluster if they lived in lower SES quartile
block groups (P-trend 0.035).
Multilevel models in which community-level charac-
teristics were measured at the block group level demon-
strated that lower SEP index was positively associated
with TB genotypic clustering after controlling for indi-
vidual covariates, but the trend of higher clustering risk
with lower SEP quartile was diminished when adding add-
itional block-group covariates. In an unadjusted model, a
large change in between-community variance (25% de-
crease) suggested the distribution of SEP quartiles was dif-
ferent across block groups. With progressively lower SEP
index quartiles, odds of TB clustering increased compared
to the next highest quartile (Table 4, model 2). A positive lin-
ear trend was observed (P = 0.005). Once individual demo-
graphic variables were included in the model (model 3),
the association between SEP and TB clustering did not
change. Foreign-born patients were significantly less likely
to have clustered disease when compared to US-born pa-
tients. Addition of individual-level SES measures did not
affect the SEP-clustering association (model 4).
When area-level demographic variables were added,
SEP-TB clustering odds ratios decreased in the lowest
SEP quartile and the significant linear trend showing in-
creasing with decreasing SEP disappeared (P = 0.244).
Areas with larger proportions of black inhabitants were
more likely to have TB clusters (Adjusted OR= 1.25; 95%
CI: 1.01, 1.29) (model 5). In this multilevel analysis, the only
individual-level variables to remain independently associ-
ated with TB clustering were foreign-born and race after
inclusion of all covariates. These findings suggest that area-
level demographic measures, and hence factors related to
the area of residence, may substantially affect genotyping
clustering among TB patients in the lowest SEP quartile.
Figure 2 Genotypic clustering within King County. Block groups shaded light are those with TB patients; those shaded dark represent block
groups with genotypically clustered cases; the significant contiguous block group cluster is shaded in dark grey.
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Table 2 Demographic and clinical features of TB patients included from King County by genotypic clustering of
M. tuberculosis 2004-2008a
Patient characteristic Overall Unique Clustered P-valuec
N (%)b N (%) N (%)
Total 519 (100.0) 307 (59.1) 212 (40.9)
Sex, male 309 (59.5) 170 (55.4) 139 (65.6) P = 0.020
Mean diagnosis age, years 45.2 46.3 43.5 P = 0.015
P = 0.055
Age categories
0-4 3 (0.6) 2 (0.7) 1 (0.5)
5-14 6 (1.2) 4 (1.3) 2 (0.9)
15-24 89 (17.2) 51 (16.6) 38 (17.9)
25-44 180 (34.7) 105 (34.2) 75 (35.4)
45-64 130 (25.1) 66 (21.5) 64 (30.2)
65+ 111 (21.4) 79 (25.7) 32 (15.1)
Race P = 0.024
American Indian 14 (2.7) 6 (2.0) 8 (3.8)
Asian 226 (43.6) 141 (46.8) 85 (40.3)
Black 145 (27.9) 77 (25.6) 68 (32.2)
Pacific Islander 18 (3.5) 6 (2.0) 12 (5.7)
White 109 (21.0) 71 (23.6) 38 (18.0)
Multiple races 2 (0.4)
Unknown 5 (1.0
Ethnicity P = 0.050
Hispanicd 56 (10.8) 40 (13.1) 16 (7.6)
Missing or 3 (0.6)
Unknown
Country of origine P < 0.001
US-born 101 (19.5) 41 (13.4) 60 (28.3)
Foreign-born 418 (80.5) 266 (86.6) 152 (71.7)
Time from US arrival to TB diagnosis, yearsf P = 0.123
0-4 156 (37.6) 103 (40.6) 54 (37.8)
5-9 71 (17.1) 53 (20.9) 19 (13.3)
10-19 90 (21.7) 55 (21.7) 36 (25.2)
20+ 77 (18.6) 43 (16.9) 34 (23.8)
Missing 21 (5.1)
HIV status, if known P = 0.623
Negative 408 (78.6) 231 (93.5) 177 (94.7)
Positive 26 (5.0) 16 (6.5) 10 (5.4)
Previous TB P = 0.668
Yes 37 (7.1) 23 (7.7) 14 (6.7)
No 473 (91.1) 277 (92.3) 196 (93.3)
Unknown 9 (1.7)
Homeless within past year P < 0.001
No 452 (87.1) 281 (92.1) 171 (80.7)
Yes 65 (12.5) 24 (7.9) 41 (19.3)
Unknown 2 (0.4)
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Discussion
In this study, TB genotype clustering was common and
closely linked to lower block group socioeconomic status.
These findings were novel, in use of a validated SEP index
and in showing the explicit association between SES and
transmission across areas using a multilevel framework.
Both clustered and non-clustered case incidence rates were
seen to increase with lower SES quartile, with those pa-
tients living in the lowest SEP quartile at measurably
higher risk for clustering. The analysis confirmed previous
molecular epidemiologic investigations identifying patients
of US birth, Hispanic ethnicity, homelessness and higher
frequencies of substance use as at greater odds for cluster-
ing [3,7,20]. As in previous work, there was less evidence
of genotypic clustering among foreign-born persons, and
genotyping clusters indicated almost no transmission be-
tween US and foreign-born groups [20-22]. These findings
also confirm similar multilevel analyses that found a posi-
tive association between low SES and TB burden and inci-
dence [23,24].
Previous ecologic studies have observed that clustering
is greater in poorer areas [5,6,10] and associations have
Table 2 Demographic and clinical features of TB patients included from King County by genotypic clustering of
M. tuberculosis 2004-2008a (Continued)
Unemployed within past 24 months P = 0.613
No 309 (59.5) 180 (58.6) 129 (60.9)
Yes 210 (40.5) 127 (41.4) 83 (39.2)
Substance abuse within past yearg P < 0.001
No 442 (87.7) 275 (93.5) 167 (75.5)
Yes 62 (12.3) 19 (6.5) 43 (20.5)
Provider type P = 0.059
Health Dept. 411 (79.2) 233 (76.4) 178 (84.8)
Private provider 35 (6.7) 23 (7.5) 12 (5.7)
Both 69 (13.3) 49 (16.1) 20 (9.5)
Missing 4 (0.8)
Site of disease P = 0.010
Pulmonary 380 (73.2) 212 (69.1) 168 (79.3)
Extra-pulmonary only 139 (26.8) 95 (30.9) 44 (20.8)
Sputum smear result P = 0.079
Positive 194 (37.4) 103 (39.2) 91 (47.4)
Negative 261 (50.3) 160 (60.8) 101 (52.6)
Not done 63 (12.1)
Unknown 1 (0.2)
Chest radiographic result P = 0.386
Normal 90 (17.3) 57 (18.8) 33 (15.8)
Abnormal 423 (81.5) 247 (81.3) 176 (84.2)
Not done 5 (1.0)
Unknown 1 (0.2)
Chest radiographic abnormalityh P < 0.001
Cavitary 112 (26.5) 52 (21.3) 60 (34.7)
Noncavitary 305 (72.1) 192 (78.7) 113 (65.4)
Unknown 6 (1.4)
aIncludes only those individuals who are coded within a block group and have an available Spoligotype and/or MIRU genotype result.
bBecause of rounding, percentages may not total 100.
cCompares unique, and clustered groups; Missing, unknown values and multiple values excluded from these comparisons.
dPersons of Hispanic ethnicity may be of any race or multiple race.
eForeign-born includes persons born outside the US, American Samoa, the Federated States of Micronesia, Guam, the Republic of the Marshall Islands, Midway
Island, the Commonwealth of the Northern Mariana Islands, Puerto Rico, the Republic of Palau, the US Virgin Islands, and US minor and outlying Pacific islands.
fAmong foreign-born patients.
gSubstance abuse defined as self-reported excessive alcohol use, non-injection or injection drug use the year preceding TB diagnosis.
hAmong patients with an abnormal chest x-ray.
Boldface indicates significance at P < 0.05.
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been demonstrated between homelessness or unemploy-
ment and TB clusters [20-22]. Clustering by restriction
fragment length polymorphism insertion sequence 6110
(RFLP-IS6110) has also previously been shown to correl-
ate with individual markers of low SES, such as home-
lessness and low income clustering [3,25]. In this study,
while individual-level SES measures were crudely associ-
ated with clustering, and likely mediate the relationship
between SEP and clustering, these measures may have
been too crude to pick up the association in the multi-
variate analyses. Living in a poorer neighborhood may
result in higher rates of recent TB transmission because
of shared airspace through population density and lack
of ventilation [26]. Additionally, contextual effects such
as health care availability, or the natural or structural
environment may influence transmission [27]. Several
studies have also shown that residents of neighborhoods
with higher poverty rates encounter environments condu-
cive to stressors and riskier behavior [28-30].
In this study, clustered TB genotypes were spatially ag-
gregated, confirming previous findings that utilized differ-
ent genotypic and spatial methods [6,31]. In multivariate
analyses, neighborhoods which had lower socioeconomic
status exhibited greater odds of genotypic clustering.
Block-group level race, ethnicity and foreign birth mea-
sures attenuated observed associations in the lowest SEP
quartile, and may indicate that the effect of neighborhood
disadvantage does not dominate that of population demo-
graphic characteristics in that area. On the other hand,
collinearity between degree of poverty and predominantly
minority neighborhoods may make it difficult to disentan-
gle these variables at the block group level. Race has con-
troversially been hypothesized to be the main driving
factor in the spatial organization of urban areas, rather
Table 3 Overall incidence rate and clustering by SEP index quartiles
High SEP Medium-High SEP Medium-Low SEP Low SEP
Number of block groups 81 83 82 81
Population, % 26.3 24.8 24.2 24.7
Total case count 104 114 120 181
Total populationa 1 007 559 950 310 925 794 946 953
5-yr PY Incidence/100,000 10.32 12.00 12.96 19.11
Clustered cases, %b 27.9 38.6 44.2 47.5
Non-clustered case 5-yr PY Incidence/100,000c 7.44 7.37 7.24 10.03
Cluster case 5-yr PY Incidence/100,000c 2.88 4.63 5.72 9.08
SEP = Socioeconomic Position, PY = Person-Year.
aPopulation figure provides proportion of total population in block groups in a particular SEP quartile.
bChi squared test of proportions, top quartile vs. bottom quartile, P < .0001.
cChi squared test for trend across SEP quartiles, P = 0.001.
Figure 3 Predicted log-odds of TB clustering by z-score in unadjusted model.
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than class [32]. However, race may have less of an effect
on clustering and ongoing transmission as it does on base-
line incidence. SES has been shown to account for much
of the increased TB risk attributed to particular races. It is
also possible that low SES may not capture all differences
in socioeconomic conditions across neighborhoods that
also differ in racial/ethnic composition [33].
Previous US-based studies have shown only 25-42% of
patients in genotypic clusters to have known epidemio-
logic links [25,34]. Thus, certain shared genotypes may
represent older, endemic strains that are dispersed
widely in the US or countries of origin, and clustering
may be a result of common contact from circulating
strains within a community rather than ongoing active
transmission [9]. Spatial variations of unique TB strains
by zip code suggest that immigrant neighborhoods have
higher rates of unique isolates, suggestive of remote
transmission [35]. Some groups of immigrants might
share strains acquired in high incidence settings, where
one predominant strain type exists. Within each quartile
of SEP index, as proportion of foreign-birth in the block
group increased, so clustering decreased, perhaps be-
cause of higher likelihood of remote TB, or because of
decreased stressors as a result of social status, social net-
works and cohesion [36].
Even if clustering does not indicate an ongoing conta-
gious process, immigrants from areas with known com-
mon strains are more likely to be poor and to settle in
poorer neighborhoods [37]. Poverty is likely to result in
inadequate access to health care and TB treatment [38].
Nevertheless, poverty rates among immigrant groups de-
cline quickly with time in the US [39]. Lower clustering
rates among recent foreign-born arrivals in the Unites
States reflect a lack of ongoing transmission regardless
of SES group. Among foreign-born persons, within the
recent arrival group, clustering seemed to increase with
lower socioeconomic quartile, but this trend was not ob-
served among those who had been here longer. Genotyp-
ing has previously indicated ongoing transmission among
the foreign-born within the largest high-incidence zone in
Montreal, correlating with lower SES neighborhoods as
well as these findings [40]. Previous research has also
Table 4 Odds ratios for associations of TB clustering with individual- and block group-level variables
Model 1 Model 2 Model 3 Model 4 Model 5
OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)
N = 507 N = 507 N = 507 N = 507 N = 507
Block group variance (SE) 0.54 (0.30) 0.40 (0.28) 0.31 (0.27) 0.31 (0.27) 0.16 (0.25)
Highest SEP Reference Reference Reference Reference
Medium-High 1.60 (0.94, 1.68) 1.80 (0.99, 1.76) 1.80 (0.99, 1.77) 1.67 (0.93, 1.74)
Medium-Low 2.02 (1.09, 1.82) 1.96 (1.05, 1.81) 1.78 (0.98, 1.76) 1.54 (0.84, 1.72)
Lowest SEP 2.31 (1.21, 1.87) 2.44 (1.22, 1.91) 2.37 (1.19, 1.90) 1.84 (0.92, 1.85)
P-Trend P = 0.005 P = 0.006 P = 0.012 P = 0.244
Individual-level demographic
Age 0.89 (0.82, 1.04) 0.94 (0.85, 1.09) 0.97 (0.86, 1.11)
American Indian 1.02 (0.42, 1.78) 1.04 (0.42, 1.79) 0.98 (0.40, 1.77)
Asian 1.76 (1.02, 1.71) 1.89 (1.05, 1.76) 2.23 (1.14, 1.87)
Black 1.76 (1.00, 1.73) 1.91 (1.05, 1.78) 1.78 (1.00, 1.75)
Pacific Islander 5.04 (1.32, 17.81) 6.58 (1.44, 24.62) 5.68 (1.34, 20.44)
Female sex 0.71 (0.60, 1.03) 0.75 (0.62, 1.07) 0.72 (0.60, 1.05)
Foreign-born 0.28 (0.24, 0.60) 0.28 (0.23, 0.59) 0.28 (0.23, 0.60)
Individual-level SES
Homeless 1.02 (0.83, 1.21) 0.98 (0.80, 1.20)
Unemployed 0.85 (0.67, 1.16) 0.82 (0.65, 1.15)
Private provider 0.77 (0.69, 1.02) 0.78 (0.70, 1.03)
Block-Group level demographic
Asian 0.78 (0.70, 1.01)
Black 1.25 (1.01, 1.29)
Hispanic 1.09 (0.93, 1.18)
Foreign-Born 1.01 (0.83, 1.20)
OR = Odds Ratio, CI = Confidence Interval, SE = Standard Error, SEP = Socioeconomic Position.
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suggested that new transmission could be expected to
cause more active TB in “TB-naïve” neighborhoods, as high
prevalence of latent TB infection among foreign-born pa-
tients is protective against recurrent TB exposure [41].
Multivariate findings were consistent with this hypothesis.
One might also expect less clustering in an area with high
migration and strain diversity since isolates not truly linked
by new transmission are likely to be distinct [42].
Estimates of degree of clustering and size of clustering
are likely to be conservative because individuals with the
same genotype are potentially present outside of the
study area [43]. Substantial challenges also remain in
interpreting the extent of recent transmission, given the
background heterogeneity of genotypes, strain evolution
over time, and which criteria are used to infer transmis-
sion. Authors have previously evaluated various trans-
mission indices in this evolving field of study [44].
Additionally, although the use of spoligotyping and
MIRU techniques are currently used by the CDC to de-
termine recent transmission, their low calculated speci-
ficities compared to RFLP-IS6110 have been shown to
lead to misclassification of patients, inflated estimates of
TB transmission, and low positive predictive values [45].
Since 2009, 24-locus MIRU-VNTR has been used in the
US and may reduce this misclassification [46]. Finally,
some strains may be more transmissible than others, giv-
ing rise to sputum smear-positive disease, slower onset
of clinical symptoms even as the patient is infectious, or
leading to more virulent disease [47].
Conclusions
Further investigation needs to show how risk factors for
clustering are associated with poverty in underlying
communities at risk. Substance abuse and homelessness
were associated with clustering in this study in un-
adjusted analyses. Clustering was not associated with
HIV infection, as opposed to other recent findings [48]
and may demonstrate that in this population co-infected
cases were more likely due to reactivation of latent infec-
tion rather than re-infection. These findings may also
have occurred because HIV-infected TB patients are on
average less likely to be the source of transmission, differ-
ing demographic profiles, a masking effect due to low
force of infection, or the small sample and low prevalence
of HIV-infected persons in this study population [49].
Future studies might incorporate other evidence to de-
termine the effect of area-based socioeconomic status on
transmission patterns, such as investigating drug suscepti-
bilities and epidemiological linkages that include spatial
and temporal associations [48, 50]. Since patient residence
at diagnosis seems to be a factor in determining clustering,
it would be useful to determine whether clusters are prox-
imal to homeless facilities, bars, or other historically im-
portant sites of tuberculosis transmission [51].
The findings reported here suggest the importance of
understanding not only individual characteristics of pa-
tients leading to clustering but also contextual character-
istics of neighborhoods. Results of this study stress the
need for TB control interventions that focus on high-
risk groups within poor neighborhoods. Recently trans-
mitted disease is most likely propagated among a core of
hard-to-reach patients in these areas [5,51]. Poverty is
likely to concentrate risk factors for TB and limit access to
adequate care, fueling transmission. Interventions based
on area-based characteristics, such as improving case find-
ing strategies, utilizing location-based screening and ad-
dressing social inequalities, could reduce recent rates of
transmission.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
EO designed the study and performed the data collection. EO, MN and JM
analyzed the data. EO, MN, CN discussed core ideas for the paper. All the
authors (EO, MN, CN, JM) participated in the writing, reading and approval of
the final manuscript.
Acknowledgments
We would like to thank the Public Health - Seattle & King County Tuberculosis
Control Program for access to data and staff for their support of this project.
Author details
1Division of Epidemiology & Biostatistics, University of Arizona, Tucson, AZ,
USA. 2Department of Epidemiology, University of Washington, Seattle, WA,
USA. 3Public Health-Seattle & King County Tuberculosis Control Program, Seattle,
WA, USA. 4Division of Pulmonary and Critical Care Medicine, University of
Washington, Seattle, WA, USA.
Received: 22 October 2013 Accepted: 16 April 2014
Published: 27 April 2014
References
1. Mitruka K, Oeltmann JE, Ijaz K, Haddad MB: Tuberculosis outbreak
investigations in the United States, 2002–2008. Emerg Infect Dis 2011,
17(3):425–431.
2. Small PM, Hopewell PC, Singh SP, Paz A, Parsonnet J, Ruston DC, Schecter GF,
Daley CL, Schoolnik GK: The epidemiology of tuberculosis in San Francisco.
A population-based study using conventional and molecular methods.
N Engl J Med 1994, 330(24):1703–1709.
3. Alland D, Kalkut GE, Moss AR, McAdam RA, Hahn JA, Bosworth W, Drucker E,
Bloom BR: Transmission of tuberculosis in New York City. An analysis by
DNA fingerprinting and conventional epidemiologic methods. N Engl
J Med 1994, 330(24):1710–1716.
4. Fok A, Numata Y, Schulzer M, FitzGerald M: Risk factors for clustering of
tuberculosis cases: a systematic review of population-based molecular
epidemiology studies. Int J Tuberc Lung Dis 2008, 12(5):480–492.
5. Bishai WR, Graham NM, Harrington S, Pope DS, Hooper N, Astemborski J,
Sheely L, Vlahov D, Glass GE, Chaisson RE: Molecular and geographic
patterns of tuberculosis transmission after 15 years of directly observed
therapy. JAMA 1998, 280(19):1679–1684.
6. Moonan PK, Bayona M, Quitugua TN, Oppong J, Dunbar D, Jost KC Jr,
Burgess G, Singh KP, Weis SE: Using GIS technology to identify areas of
tuberculosis transmission and incidence. Int J Health Geogr 2004, 3(1):23.
7. Rodwell TC, Kapasi AJ, Barnes RF, Moser KS: Factors associated with
genotype clustering of Mycobacterium tuberculosis isolates in an
ethnically diverse region of southern California, United States.
Infect Genet Evol 2012, 12(8):1917–1925.
8. Weis S, Pogoda J, Yang Z, Cave M, Wallace C, Kelley M, Barnes PF:
Transmission dynamics of tuberculosis in Tarrant county, Texas.
Am J Respir Crit Care Med 2002, 166(1):36–42.
Oren et al. BMC Infectious Diseases 2014, 14:227 Page 10 of 11
http://www.biomedcentral.com/1471-2334/14/227
9. Diel R, Schneider S, Meywald-Walter K, Ruf C, Rüsch-Gerdes S, Niemann S:
Epidemiology of tuberculosis in Hamburg, Germany: long-term
population-based analysis applying classical and molecular
epidemiological techniques. J Clin Microbiol 2002, 40(2):532–539.
10. Prussing C, Castillo-Salgado C, Baruch N, Cronin WA: Geo-epidemiologic
and molecular characterization to identify social, cultural, and economic
factors where targeted tuberculosis control activities can reduce
incidence in Maryland, 2004–2010. Public Health Rep 2013, 128:104–114.
11. Centers for Disease Control and Prevention: CDC Tuberculosis Surveillance
Data Training: Report of Verified Case of Tuberculosis (RVCT) Instruction
Manual. Atlanta, GA; 2009.
12. Krieger N, Chen J, Waterman P, Rehkopf D, Subramanian S: Race/ethnicity,
gender, and monitoring socioeconomic gradients in health: a
comparison of area-based socioeconomic measures–the public health
disparities geocoding project. Am J Public Health 2003, 93(10):1655–1671.
13. U.S. Census Bureau: Census 2000, Summary File 1. American FactFinder.
http://factfinder2.census.gov.
14. U.S. Census Bureau: Census 2000, Summary File 3. American FactFinder.
http://factfinder2.census.gov.
15. Vynnycky E, Borgdorff MW, van Soolingen D, Fine PE: Annual
Mycobacterium tuberculosis infection risk and interpretation of
clustering statistics. Emerg Infect Dis 2003, 9(2):176–183.
16. Glynn JR, Bauer J, de Boer AS, Borgdorff MW, Fine PE, Godfrey-Faussett P,
Vynnycky E: Interpreting DNA fingerprint clusters of Mycobacterium
tuberculosis. European Concerted Action on Molecular Epidemiology
and Control of Tuberculosis. Int J Tuberc Lung Dis 1999, 3(12):1055–1060.
17. Cuzick J: A Wilcoxon-type test for trend. Stat Med 1985, 4(1):87–90.
18. Raudenbush S, Bryk A: Hierarchical Linear Models: Applications and Data
Analysis Methods. Chicago, Illinois: University of Chicago; 2002.
19. McNutt LA, Wu C, Xue X, Hafner JP: Estimating the Relative Risk in Cohort
Studies and Clinical Trials of Common Outcomes. Am J Epidemiol 2003,
157(10):940–943.
20. Borgdorff MW, Behr MA, Nagelkerke NJ, Hopewell PC, Small PM:
Transmission of tuberculosis in San Francisco and its association with
immigration and ethnicity. Int J Tuberc Lung Dis 2000, 4(4):287–294.
21. Chin DP, DeRiemer K, Small PM, de Leon AP, Steinhart R, Schecter GF, Daley CL,
Moss AR, Paz EA, Jasmer RM, Agasino CB, Hopewell PC: Differences in
contributing factors to tuberculosis incidence in U.S. -born and
foreign-born persons. Am J Respir Crit Care Med 1998, 158(6):1797–1803.
22. Dahle UR, Eldholm V, Winje BA, Mannsåker T, Heldal E: Impact of
immigration on the molecular epidemiology of Mycobacterium
tuberculosis in a low-incidence country. Am J Respir Crit Care Med 2007,
176:930–935.
23. de Alencar Ximenes RA, de Fátima Pessoa Militão de Albuquerque M, Souza WV,
Montarroyos UR, Diniz GT, Luna CF, Rodrigues LC: Is it better to be rich in a
poor rea or poor in a rich area? A multilevel analysis of a case–control study
of social determinants of tuberculosis. Int J Epidemiol 2009, 38:1285–1296.
24. Oren E, Koepsell T, Leroux BG, Mayer J: Area-based socio-economic
disadvantage and tuberculosis incidence. Int J Tuberc Lung Dis 2012,
16(7):880–885.
25. Ellis BA, Crawford JT, Braden CR, McNabb SJ, Moore M, Kammerer S:
Molecular epidemiology of tuberculosis in a sentinel surveillance
population. Emerg Infect Dis 2002, 8(11):1197–1209.
26. Drucker E, Alcabes P, Bosworth W, Sckell B: Childhood tuberculosis in the
Bronx, New York. Lancet 1994, 343(8911):1482–1485.
27. Kawachi I, Berkman L: Neighborhoods and Health. New York, New York:
Oxford University Press; 2003.
28. Quinn K, Kaufman JS, Siddiqi A, Yeatts KB: Stress and the city: housing
stressors are associated with respiratory health among low
socioeconomic status Chicago children. J Urban Health 2010,
87(4):688–702.
29. Fang J, Madhavan S, Bosworth W, Alderman M: Residential segregation
and mortality in New York City. Soc Sci Med 1998, 47(4):469–476.
30. Schulz A, Williams D, Israel B, Becker A, Parker E, James SA, Jackson J: Unfair
treatment, neighborhood effects, and mental health in the Detroit
metropolitan area. J Health Soc Behav 2000, 41(3):314–332.
31. Perri BR, Proops D, Moonan PK, Munsiff SS, Kreiswirth BN, Goranson C, Ahuja SD:
Mycobacterium tuberculosis cluster with developing drug resistance, New
York, New York, USA, 2003–2009. Emerg Infect Dis 2011,
17(3):372–378.
32. Jargowsky P: Take the Money and Run: Economic Segregation in US
Metropolitan Areas. Am Sociol Rev 1996, 61(6):984–998.
33. Cantwell M, McKenna M, McCray E, Onorato I: Tuberculosis and race/
ethnicity in the United States: impact of socioeconomic status.
Am J Respir Crit Care Med 1998, 157(4 Pt 1):1016–1020.
34. Braden CR, Templeton GL, Cave MD, Valway S, Onorato IM, Castro KG,
Moers D, Yang Z, Stead WW, Bates JH: Interpretation of restriction
fragment length polymorphism analysis of Mycobacterium tuberculosis
isolates from a state with a large rural population. J Infect Dis 1997,
175(6):1446–1452.
35. Oppong J, Denton C, Moonan P, Weis S: Foreign-born status and
geographic patterns of tuberculosis genotypes in Tarrant County, Texas.
The Professional Geographer 2007, 59(4):478–491.
36. Marmot M: Tackling health inequalities since the Acheson inquiry.
J Epidemiol Community Health 2004, 58(4):262–263.
37. Raphael S, Smolensky E: Immigration and poverty in the United States.
Focus 2009, 26(2):27–31.
38. Asch S, Leake B, Gelberg L: Does fear of immigration authorities deter
tuberculosis patients from seeking care? West J Med 1994, 161(4):373–376.
39. Cancian M, Danziger S: Changing Poverty, Changing Policies. New York:
Russell Sage; 2009.
40. Haase I, Olson S, Behr MA, Wanyeki I, Thibert L, Scott A, Zwerling A, Ross N,
Brassard P, Menzies D, Schwartzman K: Use of geographic and genotyping
tools to characterise tuberculosis transmission in Montreal. Int J Tuberc
Lung Dis 2007, 11(6):632–638.
41. Barr RG, Diez-Roux AV, Knirsch CA, Pablos-Mendez A: Neighborhood
poverty and the resurgence of tuberculosis in New York City,
1984–1992. Am J Public Health 2001, 91(9):1487–1493.
42. Lillebaek T, Andersen AB, Bauer J, Dirksen A, Glismann S, de Haas P,
Kok-Jensen A: Risk of Mycobacterium tuberculosis transmission in a
low-incidence country due to immigration from high-incidence areas.
J Clin Microbiol 2001, 39(3):855–861.
43. Borgdorff MW, van den Hof S, Kalisvaart N, Kremer K, van Soolingen D:
Influence of sampling on clustering and associations with risk factors in
the molecular epidemiology of tuberculosis. Am J Epidemiol 2011,
174(2):243–251.
44. Benedetti A, Menzies D, Behr M, Schwartzman K, Jin Y: How close is close
enough? Exploring matching criteria in the estimation of recent
transmission of tuberculosis. Am J Epidemiol 2010, 172(3):318–326.
45. Scott AN, Menzies D, Tannenbaum TN, Thibert L, Kozak R, Joseph L,
Schwartzman K, Behr MA: Sensitivities and specificities of spoligotyping
and mycobacterial interspersed repetitive unit-variable-number tandem
repeat typing methods for studying molecular epidemiology of
tuberculosis. J Clin Microbiol 2005, 43(1):89–94.
46. Supply P, Lesjean S, Savine E, Kremer K, van Soolingen D, Locht C: Proposal
for standardization of optimized mycobacterial interspersed repetitive
unit-variable number tandem repeat typing of Mycobacterium
tuberculosis. J Clin Microbiol 2006, 44:4498–4510.
47. Bifani P, Mathema B, Kurepina N, Kreiswirth B: Global dissemination of the
Mycobacterium tuberculosis W-Beijing family strains. Trends Microbiol 2002,
10(1):45–52.
48. Moonan PK, Ghosh S, Oeltmann JE, Kammerer JS, Cowan LS, Navin TR: Using
genotyping and geospatial scanning to estimate recent mycobacterium
tuberculosis transmission, United States. Emerg Infect Dis 2012,
18(3):458–465.
49. Crampin AC, Glynn JR, Traore H, Yates MD, Mwaungulu L, Mwenebabu M,
Chaguluka SD, Floyd S, Drobniewski F, Fine PE: Tuberculosis transmission
attributable to close contacts and HIV status, Malawi. Emerg Infect Dis 2006,
12(5):729–735.
50. Lindquist S, Allen S, Field K, Ghosh S, Haddad MB, Narita M, Oren E:
Prioritizing tuberculosis clusters by genotype for public health action,
Washington, USA. Emerg Infect Dis 2013, 19(3):493–496.
51. Barnes P: Tuberculosis among the inner city poor. Int J Tuberc Lung Dis 1998,
2(9 Suppl 1):S41–S45.
doi:10.1186/1471-2334-14-227
Cite this article as: Oren et al.: Neighborhood socioeconomic position
and tuberculosis transmission: a retrospective cohort study. BMC
Infectious Diseases 2014 14:227.
Oren et al. BMC Infectious Diseases 2014, 14:227 Page 11 of 11
http://www.biomedcentral.com/1471-2334/14/227
